MDPB Meeting May 26, 2004

Menbers: B. Collanore, K Kendall, D. Ettinger, P. Liebow,
D. Stuchiner, E. Smth, J. Bradshaw, S. D az

GQuests: R Petrie, D. Palladino, M Choate, M Day, K
Marston, S. Hudik, R Tarbox, D. Batsie, J. Farrell, R
Chase, J. Caron, J. MKenney, A Azarra, S. French, J.
Lat ood, K. Kane, P. Marcolini, J. LeBrun, K MGaw, L.
Met ayer, J. Regis

l. Approval of March 2004 M nutes; First by Smth,
Second by Kendal I, unani nous acceptance
1. Legislative Update: None
I11. CP|AP: J. Latood presented the desire for United
Ambul ance to join with the study out of Fal nouth.
They woul d adopt the current study paraneters, and
update by D. Bastie suggests that they could use the
i ncreased nunbers and that they would all work from
the sane program First by Smth, Second by Kendal
to go forward with this (I spoke with J. Burton who
agrees with this and would |ike Bastie to work out
the particulars with himre: United s inclusion).
V. Protocols: The follow ng protocols have been
accepted for the next update—

Purple 2 “” AVPU neans Alert, responsive to Verbal stinuli,
responsive to Painful stimuli, or Unresponsive.”

Purple 3 “"Fluid Challenge’ indicates..Specifically, running

a large bore IV wide-open until 300-500 mi of fluid...until a
BP greater than 90 mm Hg systolic..

Purple 4
Emer gency Depart ment

Third i ne down uses the word "sever" instead of the word
"seven."

O her Appropriate Destination

Move the words "via anbul ance" over 1 spot, to read "..
nmeans a facility that has been approved by the Board of EMS
to receive via anbul ance patients who are in need of



energency care." Currently it reads "...nmeans a facility
t hat has been approved by the Board of EMS to receive
pati ents via anbul ance who are in need of energency care.”

Under MDPB, third |line down says American Col |l ege "or"
Emer gency Physicians -- this should read Anerican Coll ege
"of " Enmergency Physicians.

Br own
Brown 1

For war d
1. "To provide the EMS provider with a quick field
reverence,” with a change of “reverence” to “reference.”

Blue
Airway Management (Blue 1)
Pediatric Airway Algorithm

Patient with respiratory distress

'

Trial of oxygen therapy
e consider Albuterol Nebulizer if possibly a bronchospastic
episode



If unable to maintain adequate oxygenation/ventilation
e consider suctioning, assess for foreign body or tongue obstruction

e consider placing nasal pharyngeal or oropharyngeal airway, and trial of bag-

valve-mask support if deemed appropriate
< BVM ISTHE PREFERRED METHOD OF AIRWAY SUPPORT IN THE
PEDIATRIC PATIENT

'

If till unable to maintain adequate oxygenation/ventilation

e consider orotracheal intubation;

e or nasotracheal intubation if no facial traumaor other
contraindications i

If unable to intubate, reassess if maintaining adequate \

oxygenation/ventilation
e consider changing tube size and/or laryngoscope blade  ~——

or

>

If still unable to intubate, again reassess if maintaining adequate

oxygenation/ventilation

e consider using facilitating device if available such as gum elastic
bougie, intubating stylet, tube changer, or digital intubation

or

If thisfails, reassess if maintaining adequate
oxygentation/ventilation

e consider an attempt to place an LMA

If thisfails, reassess if maintaining adequate oxygenation/ventilation

If successful, confirm

placement and continuous

monitoring:

e auscultation,

e chest wall movement,

e lack of air sounds over the
stomach,

e end-tidal CO,or EDD,

e pulse oximetry.

e Consider surgical airway (Cricothyrotomy) only in those patients greater than 8 years
of age with significant head, face and/or neck trauma or unrelieved upper airway
Al obstruction. In general, asurgical airway isunlikely to benefit a pediatric patient

without the aforementioned problems.

a N anci Aoy nandl A Aricathviratanmagy in nfﬂ-imfc; that have q)lglottltls or unre“a/ed uppa-

Patient with respiratory distress

Trial of oxygen therapy
e consider Albuterol Nebulizer if possibly a bronchospastic
episode



If unable to maintain adequate oxygenation/ventilation

e consider suctioning, assess for foreign body or tongue obstruction

e consider placing nasal pharyngeal or oropharyngeal airway, and trial of bag-
valve-mask support if deemed appropriate

If gtill unable to maintain adequate oxygenation/ventilation
e consider orotracheal intubation;
e or nasotrachea intubation if no facia traumaor other

contraindications L
If unable to intubate, reassess if maintaining adequate \ P —
oxygenation/ventilation 5 placement and continuous
e consider changing tube size and/or laryngoscope blade monitoring:

e auscultation,
l e chest wall movement,

. . . ) L e lack of air sounds over the
If till unable to intubate, again reassess if maintaining adequate / stomach,
oxygenation/ventilation e end-tidal CO,0r EDD,
e consider using facilitating device if available such as gum elastic e pulseoximetry.

bougie, intubating stylet, tube changer, or digital intubation

or

If thisfails, reassess if maintaining adequate
oxygenation/ventilation

e consider an attempt to place an LMA

*or

If thisfalls, reassess if maintaining adequate
oxygenation/ventilation

e Consider attempt to place Combitube

!

If thisfails, reassess if maintaining adeguate oxygenation/ventilation
Re ® Consider surgical airway (Cricothyrotomy) only in those with significant head, face
_ and/or neck trauma or unrelieved upper airway obstruction. In general, asurgical
Ba airway isunlikely to benefit an adult patient without the aforementioned problems.
[N . .
| nt er medi at e
[ No change}



Critical Care/ Paranedic
9. Contact Medical Control for the follow ng OPTI ONS
A. Repeated or continuous Al buterol by nebulizer or
i nhal er
B. Pediatric: Epinephrine 0.01 ng/kg (0.01 m/kg of
1:1,000) IMto a maxi num dose of 0.3 ng
C. Adult: Epinephrine 0.3 ng IMof 1:1,000 solution
every 20 m nutes

Pul nonary Edema (Bl ue 5)

Basi c
[ No change}

| nt er nedi ate
(Shoul d we change this to correspond with the Chest Pain
protocol in re: to Internmedi ate therapy and TNG?)

Critical Care/ Paranedic

(Contact Medical Control if patient has taken nedi cations
for Erectile Dysfunction within the past 72 hours before
giving Nitroglycerin—€do not give Nitroglycerin if you cannot
contact Medical Control in these circunstances)

10. Nitroglycerin Nitroglycerin 0.4 ng or 1 spray SL. My
repeat two times at 5 mnute intervals if BP>100. |If
patient has had nitroglycerin before and no IV established,
and systolic B/P > 100, then OK to give nitroglycerin.

11. Furosem de (Lasix) 40 ng IV. Contact OLMC for further
opti ons.

Contact Medical Control for the follow ng OPTI ON

12. Morphine Sulfate 2-10 ng 1V

Red

Red 1
CHEST PAI N
(Suspected cardiac origin)
Do not give nitro if patient has taken Erectile Dysfunction
drugs during the past 72 hours.
Cont act Medi cal Control for options.

BASI C
1. 2 — as appropriate
2. Treat for shock if indicated.
3. Request ALS if avail abl e.



4. |f patient as not taken an aspirin and has no
all ergies: adm nister chewable aspirin 160 ng. (or 320
ng dependi ng on hospital preference), PO if not
contraindi cated by allergy, bleeding/anticoagul ant
hi story, or ul cer disease.

5. For EMI — Basic | evel providers — Contact Medi cal
Control for the OPTION of assisting with the
adm nistration of patient’s own nitroglycerin.

| NTERMEDI ATE

6. |V en route
7. Cardi ac nonitor
8. Contact Medical Control for adm nistration of:

a. nitroglycerin 0.4 ng SL or 1 spray SL. My repeat
two tines at 5 mnute intervals if BP > 100. |If
patient has had nitroglycerin before and no IV
establ i shed, and systolic B/P > 100, then K to
give nitroglycerin.

b. Chewabl e aspirin, 160 ng. (or 320 ng dependi ng on
hospital preference), PO, if not contraindicated
by allergy, bleeding/anticoagulant history, or
ul cer disease.*

For EMI — I nternedi ates who have conpl eted the update
program and whose service has necessary nedi cations
avai | abl e. “The Enhanced EMI-I, in consult with Local - On-

Li ne- Medi cal -Control, may nodify the Paranedi c response as
appropriate.”

Critical Care/Paranedic

9. Nitroglycerin 0.4 ng or 1 spray SL. May repeat two
times at 5 mnute intervals if BP>100. |If patient has
had nitroglycerin before and no IV established, and
systolic B/P > 100, then OK to give nitroglycerin.

10. Chewabl e aspirin, 160 ng or (320 ng dependi ng upon
hospital preference), PO, if not contraindicated by
al l ergy, bl eeding/anticoagul ant history, or active
ul cer di sease.

11. Contact Medical Control for OPTIONS:
c. Additional nitroglycerin.
d. Morphine Sulfate 2-10 ng | V.

12. Treat underlying arrhythm as.
13. otain 12 lead EKG en route if equipnent is
avai | abl e.
Red 3

Chest Pai n Checkli st




For chest pain of suspected cardiac origin, initiate therapy
per protocol (Red 1 and 2), including the early use of
aspirin and nitroglycerin if not contraindicated.

Use the Chest Pain Checklist or |ocal equivalent if
avai |l abl e. Report the information as soon as practical to

t he receiving ED

1. Is systolic BP<180 nmHg? YES NO
2. |Is diastolic BP<100 nmHg? YES NO
3. Has pain persisted for > 15 m nutes? YES NO
4. CVA or other serious central nervous system probl ens

in preceding 6 nonths? YES
5. Surgery or nmgjor trauma in preceding 2 weeks?

YES NO

6. Any bl eedi ng probl ens? YES NO
7. Pregnant? YES NO

You may copy and use this page as you check-list, or you may
use a check-list recommended by your usual receiving
hospital or region which contains at |east these questions.

Red 5
Sem - Aut omati c
External Defibrill ator
( AED)

(AED is intended for adults and children > 1 year of age.
Before using in Children between 1-8 years of age, please
refer to the followi ng Pediatric AED use section. Contact
Medi cal Control for any other situations).

1. Verify cardiac arrest, tine of arrest, and request ALS
i f avail abl e.

2. Begin CPR whil e applying AED. *

3. Apply the leads, (no leads within 6 inches of
pacenmaker/defibrillator product) renove all nedication
patches from patient skin, clean skin, clear patient,
and activate machine.

4. Foll ow AED machine’s instructions and deliver up to
three (3) shocks, if needed. For AED which asks the
operator to set shock |evel, use 1% shock: 200J, 2™
shock: 200-300J, 3'“ and subsequent shocks 360J.

5. If patient regains pulse, assist respirations, nonitor
pul se and turn off AED (unless AED s instruction manua
contradicts this). If patient arrests again, the AED
shoul d be programmed to defibrillate at the | evel which
was previously successful, if applicable to specific
AED.



6. If the patient remains in cardiac arrest, continue CPR
for at | east 60 seconds (nore?), then repeat sequence
of 3 shocks at the maxi num Joules for this patient if
possi bl e. Transport, then contact Medical Control.

7. 1f a Critical Care/ Paranedic arrives with manua
defibrillation capabilities, discontinue the AED and
use the manual defibrillator according to the
appropriate protocol. Any defibrillations required by
t he protocol, which have already been given by the AED,
need not be repeated. (Continue with treatnent call ed
for in protocol followng the initial defibrillations).

*NOTE: |If patient has been down for 5 m nutes or |onger,
current literature suggests doing 3 min of CPR prior to
defibrillations.

Red 5
Pedi atri ¢ AED Use

The main steps of AED use are the sane for children as
for adults with these additional points:

(AED is not recomended by the AHA in infants | ess than
one year of age because there is not enough infornmation
about use of AEDs in this age group)

1. Check for response. |If no response, request ALS.

2. Begin CPR Continue pediatric CPR for one mnute before
use of AED.

3. If child does not respond and has no normal breathing or
signs of circulation after one mnute, use AED.

4. Turn power on. Attach pads to child' s chest. Use the

| arge “adult” pads for adults and for children 8 years of
age and older. Use the smaller “child” pads (if avail able)
for children less than 8 years of age. If only adult pads
are avail able, place themso that they don't overlap. Stay
clear of the victim Be sure no one is touching child while
AED checks rhyt hm

5. Follow AED machine's instruction, alternating sets of
shocks with CPR until ALS assumes care.

6. |If patient regains pulse, assist respiration if needed.
| f AED recommends further shocks, be clear of victim |If
pati ent becones responsive, turn off AED.

7. If Critical Care/Paranedic arrives with manua
defibrillator capabilities, discontinue AED and use manua
defibrillator according to protocol. Do not repeat



defibrillations already given by the AED.

Note: 1. Make sure the childs chest is dry and the child is
in a dry area.

2. Use clearly marked child pads. If not
avai |l abl e, use adult pads and place them so they don't
over | ap.

Cardiac Arrest or Arrhythm as
BASI C

1. 2 as appropriate. Ventilate if patient is in
respiratory arrest.

2. CPRif cardiac arrest.

3. Attach AED if cardiac arrest (Page Red 5). If patient
has been down for 5 mnutes or |onger, current
l[iterature suggests 3 mn of CPR prior to
defibrillation.

4. Request ALS if avail abl e.

| NTERVEDI ATE/ CRI TI CAL  CARE/ PARAVEDI C

5. Cardiac nonitor and treat arrhythm as follow ng the
appropriate algorithm and
your training and |level of licensure.
Ventricular Fibrillation (Red 7).
Ventricul ar Tachycardia (Red 7 or 9).
Asystole (Red 11).
Pul sel ess El ectrical Activity (Redl12).
Bradyarrhyt hm as and Heart Bl ock (Red 14).
Supraventricul ar Tachycardia (Red 16).
. Premature Ventricular Ectopy (PVCs) (Red 17).
6. Advanced airway as needed, “See Blue 1,” and establish
'V (I nternedi ates en
route), per specific arrhythm a protocol.

Q@™o ow

Note: The algorithns for cardiac arrest or arrhythmas in
the foll ow ng pages reflect the MEMS Medical Direction and
Practice Board s interpretation of ACLS guidelines, as they
shoul d be used in the prehospital setting.



Quidelines to the prehospital use of
12-1 ead EKG by the ALS provider
(Internmediate, Critical Care or
Par anmedi c)

1. Prehospital 12-lead EKGis intended as an optiona
device and is encouraged for increasing diagnostic
information regardi ng he chest pain/cardiac patient.

2. Acquisition of a 12-1ead EKG shoul d be considered in
all patients with chest pain or a potential cardiac
conpl ai nt/ di agnosi s.

3. Acquisition of the 12-1ead EKG shoul d not del ay patient
transport or the initiation of chest pain/cardiac
treat ment protocols.

4. Transm ssion of 12-1ead EKG or presentation of
prehospital 12-lead EKGto treating personnel at the
receiving ED, is intended to augnent patient triage and
facilitate rapid identification of a potentia
t hronbol ytic or PCl candi date.

VENTRI CULAR FI BRI LLATI OV PULSELESS VENTRI CULAR
TACHYCARDI A

Only recommended add before defibrillation:

Note: If patient has been down 5 m nutes or |onger current
literature suggests 3 mnutes of CPR prior to
defibrillation.

No ot her changes

Red 9
W DE COVPLEX TACHYCARDI A ( PROBABLE
VENTRI CULAR TACHYCARDI A)
W de conpl ex tachycardi a
Left colum, first option, in both cases, whether the heart
rate is over or under 150, is that the provider has to

contact Medical Control. Change to "BP > 100,
alert/confortable contact Medical Control.'

10



Still in the first colum, |idocai ne has two asterisks next
to it that should be renobved,

M ddl e col um section A should have Di azepam changed to the
Lorazepanm’ M dazol am as found under sei zure:

Adult: M dazolam (Versed) 3-5 ng |V, or |orazepam
(Ativan) 2-4 nmg IV. Call Medical Control if unable to
establish IV or if repeat dose necessary.

ASYSTCLE

No changes

PULSELESS ELECTRI CAL ACTIVITY

Red 13

First bullet for contacting nedical control, under letter B
“Consi der for unknown down tinme, irreversible signs of
death, no response after 10 m nutes of efforts, or
unw t nessed arrest event for consideration of term nation of
efforts.”

The bullet at the bottomof this page should actually be an
asterisk, tolink it to the "intubate if possible" asterisk
on page Red 12 and the final reference should be “See Bl ue
2."

BRADYCARDI A

No changes

SUPRAVENTRI CULAR TACHYCARDI A
No changes

PREMATURE VENTRI CULAR ECTOPRY ( PVGCs)

11



No changes unl ess peopl e have strong feelings about
am odar one

CARDI OGENI C SHOCK

No changes

| d

Al | ergy/ Anaphyl axis (Gold 1)
Basi c

[Insert ability of Basics to admi nister Epi per recent
pr ot ocol ]

| nt er medi at e
[ Suspect no change]
Critical Care/Paranedic

1. Advanced Airway as needed, “See Blue 1"
2. For SEVERE Reaction (life threatening respiratory
conprom se or B/P < 100 mm Hg) :
a. Epi nephrine as foll ows:
. Adult: 0.3 nmg (0.3 m of 1:1,000) I'M
ii. Pediatric: 0.01 nmg/kg (0.01 m/kg of
1:1,000) IMto a maxi num dose of 0.3 ng
b. D phenhydram ne (Benadryl) 25-50 nmg IV or I M
c buterol 2.5 ng by nebulizer; consider repeat
times 1 if needed or Nebulizer of 5 cc of
1:1, 000 epinephrine

Contact Medical Control for repeat options

Sei zures (CGold 5)

Basi c
[ No change]

| nt er medi at e
[ No change]

Critical Care/ Paranedic
9. Adult: M dazolam (Versed) 3-5 ng |V, or |orazepam
(Ativan) 2-4 mg IV. Call Medical Control if unable to
establish IV or if repeat dose necessary.

12



10. Pediatric: M dazolam (Versed) 0.2 ng/kg |V maxi mnum
4 nmg; or |orazepam (Ativan) 0.05 ng/kg IV wth a
maxi mum of 2 ng. Contact Medical Control if repeat
dosing i s necessary.

11. Pedi atric Rectal /Buccal Medication: Lorazepam or
M dazol am Contact Medical Control if repeat dosing
necessary.

12. Consi der the follow ng OPTI ONS:

Adul t

A. Naol oxone (Narcan) 0.1-2 mg IV/IMET
B. Thiamne 100 nmg IV/IM
C. 1V Dextrose 20 grans if serum bl ood gl ucose
< 80 ny/dl
D. Gucagon 1 ng IMif IV not avail able for
necessary |V Dextrose
Contact Medical Control if repeat of any of these
options is necessary.
Pedi atrics
E. Naol oxone (Narcan) 0.1-2 ng
IVIIMIOET(only give if respirations <12
per mnute, titrate to inprove respiratory
drive; patients abruptly fully awakened may
becone conbative, or suffer acute narcotic
wi t hdrawal synptons). Sonme drugs may
require high doses such as propoxyphene,
Tal wi n, or Methadone.
F. Dextrose 10% (dilute 1 m of D50 in 4 m of
IV fluid or use pre-mix) 5 m/kg IV/IO
G ducagon 0.5 ng IMif IV or 10O not
avai |l abl e for necessary |V Dextrose
Contact Medical Control if repeat of any of these
options is necessary.

Adul t Coma (Gold 3)

Basic — delete ‘as appropriate’ from #2

Paranedi ¢ — section 9, Paragraph C. change to ‘ Nal oxone
(Narcan) 0.4-2.0ng IV, IM ET, (only give if
respirations <12 per mnute, titrate to inprove
respiratory drive; patients abruptly fully awakened may
becone conbative, or suffer acute narcotic w thdrawal
synptons). Some drugs may require high doses such as

pr opoxyphene, Talw n, or Methadone.

D abetic Energencies, Critical Care/ Paranedic (Gold 4)

13



Par agraph ‘' C

Pediatric - 10% Dextrose (1m D, ,in4m [V fluid, or
pre-mx) IV or 10 according to the follow ng tabl e:

Wei ght (Kg/ Lbs) Vol une i nfused
10/ 22 50n
20/ 44 100 m
30/ 66 150 i
40/ 88 200 m

If 1'V/10O not avail able, d ucagon, 0.5ng IM

7. says "... is less that 80" and should read "is |less than
80. "

Stroke Checkli st

Add to bold text: If patient awoke with synptons, this tine
will be when the patient went to sl eep.

G een Section — Trauma
1. Geen 1 — 2 Landing Zone — confirmw th LOM — ot herw se
no changes and change “TDA’in the box to “LZ"
2. Geen 3-4 Trauma Tri age:
a. In the second box which says “Cal cul ate the
Revi sed Trauna Score,” should we also refer them
to Geen 9 so that they can see how to cal cul ate

this?

b. In the box “Assessnent #2,” add “Flail Chest” as
poi nt “h”

c. In the box “Assessnent #3,” add the follow ng

I. Ejection fromthe autonobile

I. Associated fatality in the sane vehicle
. Extrication tinme > 20 m nutes

v. Falls > 20 feet

v. Rollover

[

[

[

vi. Auto-ped or auto-bike with > 5 nph i npact
Vi Pedestrian thrown or run over
Vi i Mot orcycl e crash > 20 nph or with separation

of rider fromcycle
I X. High speed auto crash
1. Initial speed> 40nph
2. Mpjor auto deformty > 20 inches
3. Intrusion into passenger conpartnent >
12 inches

14




3. Add new box “Assessnent #4” which lists the foll ow ng
hi gh-ri sk indicators

Age < 5 or > 55

Cardi ac or respiratory disease

| DDM cirrhosis or norbid obesity

Pr egnancy

| mmunosuppressed patients

Patient with bl eeding disorder or on anticoagul ant

TPaooT®

4. All boxes should have their “No” arrows ending on the
“Transport to trauma system participating hospital” box
and all “Yes” arrows ending on “Contact OLMC.~

5. Geen 5: Delete “1” and then section “2” becones “1”
and “3” becones “2.” Delete the paragraph beginning “In
nost circunstances..”

6. Spi ne Assessnment — no change

7. GCS, RTS, and PTS — no change

8. Tensi on pneunot horax: Delete the |ast sentence, “If
catheter is to be left..

9. Amput ati ons,

10. Head trauma: Line 2-- “O as appropriate. Support

ventilation and not to exceed 18 breaths per mnute.”
Line 10—=Hyperventilate at 20 breaths per mnute if GCS
i s decreasing—+f end-tidal CO available, titrate
ventilations to a CO, |evel of 34-38.~

11. Hypovol em ¢ shock: Line 6—= If shock present which
in an adult is a B/P less than 90, then give a fluid
chal l enge. Contact OLMC if patient is > 65 years of age
for I VF order.”

Pai n Managenent/ Anal gesia (G een 17):

Basi c

1. Reassurance

2. Splinting as needed, with inline stabilization.
Consi der ice application in isolated extremty trauma
if hypotherm a/frostbite not an issue.

| nt er nedi at e

3. Consider |V access for consideration of Critical
Car e/ Paranedi ¢ admi ni stration of narcotics or
antienetics.

Critical Care/ Paranedic
4. Isolated Extremty Trauma may invoke use of the
foll ow ng, otherw se go to nunber “5”
a. For isolated extremty trauma, consider the use of

Mor phine Sulfate 2-10 ng IV titrated to effect—+ay
repeat every 5 mnutes to a total to 15 ng as |ong
as vital signs are stable. If dosage question
(such as in pediatrics), abnormal vital signs,
coi nci dent drug use (including al cohol) by

15



patient, if |V cannot be established or if not
isolated extremty trauma, contact nedical contro
bef ore adm ni steri ng nedi cation.

b. If nausea or vomting, adm nister pronethazine
(Phenergan) 12.5 ng IV and may repeat tines 1 in
10 minutes if needed. If dosage question (such as
in pediatrics), abnormal vital signs, coincident
drug use (including al cohol) by patient, if IV
cannot be established or if not isolated extremty
trauma, contact medical control before
adm ni stering medi cati on.

5. If patient with nultiple trauma or isolated trauma
i nvol ving head, spine, or torso (including thorax,
abdonen, and pelvis), then Contact On-Line Mudical
Control before use of any narcotic, antienetic, or
anxiolytic. Use narcotics, antienetics, and anxiolytics
with caution in pediatrics, in those with hypotension
or bradypnea, or if coincident drug use (including
al cohol) by patient. If 1V cannot be established,
nmedi cal control can help with | Mdrug doses.

a. Consi der the use of Mdirphine Sulfate 2-10 ng 1V
titrated to effect—+ay repeat every 5 mnutes to a
total to 15 ng as long as vital signs are stable.

b. If nausea or vomting, adm nister promethazine
(Phenergan) 12.5 ng IV and may repeat tines 1 in
10 m nutes if needed.

c. Self-adm nistered fixed dose of 50% nitrous
oxi de/ oxygen m xture delivered by conmrercially-
avai |l abl e device (such as N tronox).

Yel | ow

Yell ow 1-2---1 would think increased reference to Poi son
Control phone nunber at the ends of each section of toxins.

Yellow 1, Yellow 3 and Yellow 4—=Call Poi son Control (1-800-
222-1222) to receive guidance on patient care and so that
the information on the toxin can be faxed to ED prior to
patient’s arrival.”

Yel | ow 4

Last sentence of page—=2. Adm ni ster Sodi um Bi carbonate 1
nEq/ kg IV, and contact OLMC if further direction needed for
conditions such as arrhythm as.”

Yel low 5-- 1. Admnister O as appropriate

2. Secure open airway by (positioning) or
(airway maneuvers) ie (chin lift or jaw thrust) as
appropriate. Refer to Blue 1

3. Request ALS if available

16



Hypot herm a (Yell ow 7-11)

We are predicating treatnent based on rectal tenperature.

M| d Hypotherm a

Assessnent :

Reduced core tenperature to 90° to 95° F (32°-

35° C) with a shell to core shunt:
Cool , pale, cyanotic skin
Col d diuresis

Reduced

shell function causing clunsiness with fine

nmot or tasks

e Cardiac function is stable

e Shivering

e Abnormal nental status

Tr eat nent :

Basi c
Since mld hypotherm a causes no significant cardiac
instability, any nmethod of field rewarmng is generally
saf e.

1. Field rewarm ng:

a.

2. Treat

Reduce the cold challenge by protecting the
patient fromthe cold environnment by insulating
fromthe ground, protect fromthe w nd, and
elimnate heat |oss by evaporation by renoving
wet cl othing once sheltered.

. Reverse the cold chall enge by addi ng externa

heat and noving the patient to a warm

envi ronment. External heat nay be added by

pl aci ng heat packs at axilla, groin, head, and
neck—be sure to protect cold skin fromdirect
contact with hot packs.

. Adm ni ster hum dified oxygen [heated to a

maxi mum of 108°F (42°C)]—heating oxygen w t hout
hum difying will not aid in rewarm ng.

. I ncrease heat retention by adding insulation.

Renmenber to insulate the head and neck and
cover the patient with a vapor barrier, such as
a large plastic tarp or large plastic bag—do
not cover the face. You may cover the patient’s
face with a light fabric to reduce heat |oss.

. Increase intrinsic heat production by |ight

exercise if the patient is dry. Calorie stores
nmust be adequate

. If the patient can safely swall ow and protect

his airway, increase calorie stores by giving
liquid | aced with sugar—sugar is nore inportant
than the tenperature of the liquid. Do not

al I ow al cohol or tobacco use.

associ ated conditions
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3. Treat cardiac problens and cardiac arrest as per

nor not herm ¢ protocols.
Internediate/Critical Care/Paranedic
4. Warnmed IV fluid may be necessary, and give as bol us
t herapy (250 cc in normal adult; 20 cc/kg in peds),
with repeat tines 1 if necessary. Use normal saline
heated to 104°-108° F (40°-42°C). Contact nedica
control if a 3 bolus is necessary.

Moderate to Severe Hypotherma with Signs of Life (Pulse or
Respirations)

Assessnent

Moder at e Hypot herm a: Reduced core tenperature to 82°

to 90° F (28°-32°C) and patient’s ability to rewarm

wi t hout external heat source is |limted.

e Cold, pale, beginning of cyanosis

e Cold diuresis

e Resuscitation efforts (such as CPR) foll ow
nornotherm c guidelines if the core tenperature is
above 86° F (30° O

e Below 86°F (30°C), shivering stops

e Loss of consciousness

Severe Hypotherm a: Reduced core tenperature bel ow 82°F
(28°C) and patient has no ability to rewarm w t hout
external heat source

e Cold, frozen, pale, cyanotic skin, rigidity

e Unconsci ous

e Vital signs reduced or absent

e Severe risk of mechanically stimulated ventricul ar
fibrillation (VF)

e Below 77°F (25°C), spontaneous ventricul ar
fibrillation/cardiac arrest

Tr eat ment

The severely cold heart is sensitive to a variety of
stimuli, and fatal arrhythm as can be caused by incorrect or
carelessly applied treatnment efforts. As well, these

patients can be saved by i medi ate and aggressive interna
rewar m ng techni ques—€ontact OLMC i mmedi atel y.

Basi c

1. Treat patients very gently—bo Not rub or manipul ate
extremties, or attenpt to renpve wet clothing
wi t hout cutting them off.

2. Treat as per “MI1d Hypotherm a,” but with the
fol |l owi ng changes

a. Do Not allow the patient to sit or stand until
rewar med
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Do Not give the patient oral fluids or food

Do Not attenpt to increase heat production with
light or any exercise

Internediate/Critical Care/Paranedic

3. Warnmed IV fluid may be necessary, and give as bol us
t herapy (250-500 cc in normal adult; 20 cc/kg in peds),
with repeat times 1 if necessary. Use nornal saline
heated to 104°-108° F (40°-42°C) if possible. Contact
medi cal control if a 3" bolus is necessary.

b.
C.

Severe Hypotherma with No Signs of Life (or Moderate with
Tenp < 86° F)

Assessnent: As above for “Severe Hypotherm a,” but no pul se
or respirations are found. Check for pulse and respirations
for 60 seconds.

Resuscitation should not be initiated if the foll ow ng
conditions are found:

Subnerged in cold water for nore than 1 hour

Core tenperature of |ess than 50°F (10°C)

Qovious fatal injuries, such as decapitation

Frozen body (not just peripheral frostbite), such as
ice formation in the airway

Chest wall so stiff that conpressions for CPR not
possi bl e

Rescuers exhausted of in dangerous situation.

o 0 hswbhE

Tr eat nent

The severely cold heart is sensitive to a variety of
stimuli, and fatal arrhythm as can be caused by incorrect or
carelessly applied treatnment efforts. As well, these

pati ents can be saved by i medi ate and aggressive interna
rewar m ng techni ques—€ontact OLMC i mmedi ately.

Basi c

3. If the patient is not breathing, give 3 mnutes of
rescue breathing after the initial 60 second
pul se/respiration check. After 3 mnutes, check for
pul se and respirations again for 60 seconds. If the
patient is not breathing and has no pul se, start
chest conpressions only if transportation is not
avai l able within 3 hours.

4. For rescue breathing, use nouth-to-nmask breathing or
bag- val ve-mask breathing at a reduced rate to
prevent hyperventil ati on—onsider ventilating the
adult patient at 6 breaths per mnute (1/2 the
normal rescue breathing rate)

5. If the rescuers are authorized to use an Automated
External Defibrillator (AED), then it is K to
proceed with one set of stacked shocks if the
machi ne deens that this is indicated. If the core
tenperature cannot be determ ned or is above 86°C,
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then follow guidelines for resuscitation as if the
patient were nornothermc. If the patient’s core
tenperature is below 86° F (30° C), discontinue use
of AED after the initial 3 shocks until the
patient’s core tenperature has reached 86° F (30°C)

6. If CPR has been provided in conjunction with
rewarm ng techniques for nore then 30 m nutes
wi thout the return of spontaneous pul se or
respiration, contact nedical control for
recomendations. If contact with nedical control is
not possible, consider term nation of resuscitation
efforts after 60 mnutes of CPRif no return of
spont aneous pul se or respiration, and contact
medi cal control as soon as possible.

| nt er medi at e

7. Warnmed 1V fluid may be necessary, and give as bol us
t herapy (250-500 cc in normal adult; 20 cc/kg in
peds), with repeat tinmes 1 if necessary. Use nornal
saline heated to 104°-108° F (40°-42°C) if possible.
Cont act nedical control if a 3 bolus Is necessary.

8. If an advanced airway devi ce needs to be placed
(i ndications the same in nornothermc and
hypot herm ¢ patients), preoxygenate and adequately
ventilate for 3 mnutes prior to placenent of
device. Al so, avoid hyperventilation as noted above—
give 6 breaths per mnute in an adult (1/2 the
normal breathing rate).

Critical Care/ Paranedic

9. If ventricular fibrillation is present on the
noni tor, then one series of stacked defibrillations
is OK Shivering can mimc ventricular fibrillation.
|f the core tenperature cannot be determned or is
above 86°C, then follow guidelines for resuscitation
as if the patient were nornothermc. If the
patient’s core tenperature is below 86° F (30° C)

di scontinue defibrillation after the initial 3
shocks until the patient’s core tenperature has
reached 86° F (30°C).

10. Antiarrhythm c nedication or cardiac nedications
in general should be held until the patient is warm
(> 86° F) and undergoi ng rewarm ng.

11. If resuscitation has been provided in conjunction
with rewarm ng techniques for nore than 30 m nutes
wi thout the return of spontaneous pul se or
respiration, contact Medical Control for
recomendations. If contact with Medical Control is
not possible, consider term nation of resuscitative
efforts and contact nedical control as soon as
possi bl e.

Last Yell ow page (these next three are conpletely new)
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OQoht hal nol ogy

Par amedi ¢ Level : Eye pain: Proparacai ne opht hal nol ogi c
drops 2 drops PRN to affected eye, with continuous
irrigation with sterile NS if chem cal exposure.

Sexual Assault Victim

Al |evels

1. Treat any life-threatening energency first and
according to these protocols.

2. Try to attend to mai ntenance of forensic evidence.
Try not to cut through tears of stains in clothing.
Do not cleanse any skin area nore than necessary to
provi de i mredi ate care.

3. If the patient so desires and/or mandated reporting
is indicated, police should be called if they have
not al ready been notifi ed.

4. If no life-threatening situation is present,
prehospital care may require waiting for police to
secure the scene which is a potential crine scene.

5. Victins of sexual assault commonly have nmuch guilt,
and pl ease respect the stress that they are
enduring. They may require nuch psychol ogi ca
support.

6. By nature of this event, any touch may be traumatic
for this patient. Overtly and repeatedly explain
what you are doing to try to |lessen the inpact of
procedures and touching.

7. Advise the patient not to eat, drink, snoke, bathe,
change clothing or go to the bathroomif at al
possible in order to preserve any forensic evidence.
I f they nust urinate, request that they do not w pe.

8. If the patient has renmoved any clothing worn in the
assaul t, each piece of clothing should be separately
bagged i n paper bags and brought to the hospital
with the patient.

9. When transporting the patient, it is preferable
whenever possible to have a sanme sex provider as the
primary provider. If the assault is a same sex
assault, then a provider of the opposite sex may be
nore confortable for the patient.

10. To mmintain privacy and confidentiality, use a
| andline for hospital reporting whenever possible
and do not clarify the type of assault, only that
you are transporting a “victimof assault.”

11. The patient should be encouraged to go to the
hospital for a sexual assault forensic exam nation
t hat would allow not only the option to have
coll ection of forensic evidence, but also treatnent
of possible injuries and the chance to obtain
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pregnancy and sexually transmtted di sease
prophyl actic treatnent.

12. If the patient refuses treatnent and/or
transportation to the hospital, docunent al
findings and observations as conpletely as possible.
When signing the patient off at the scene, try to
have a police officer wwtness this sign off.

Chil d Abuse Managenent and Reporti ng

Al

Possi

evel s

Child abuse and child neglect is sufficiently

wi despread to guarantee that virtually every EMS
provider will encounter it at |east once during his/her
car eer.

It is estimated that approximately 2-3 mllion cases
occur each year or approximately 11 cases per every
1,000 children within the U S. Each year at |east 2,000
children die from physi cal abuse.

The nost comonly identified forns of abuse by the EMS
provi der are physical abuse and severe physical negl ect
al t hough sexual abuse may on occasi on be observed.

The EMS provider nust at all tines denonstrate and

mai ntain a supportive and non-judgnental attitude wth
primary caregivers. Accusation and confrontation del ay
i mredi ate treatnment as well as transportation to a
definitive care facility.

When abuse is a possibility the heal thcare professiona
has two major responsibilities: first, to provide

nmedi cal care to the child; and second, to collect and
docunent all information that may possibly establish

t he occurrence of abuse or neglect. Refrain from asking
the child too many questions and specifically do not
ask any | eadi ng questi ons—keep questi ons sinple and
open-ended such as “Wat happened?” and “Are you hurt?”

As an EMS provider, you nust report inmediately to
Child Protective Services any child who you have
“reasonabl e cause to suspect” has been abused or w |
be abused. Failure to do so is punishable as a civil
violation. It is not enough to tell soneone el se of
your suspicions. If a child is abused and unreported,
there is a 50% chance that the child will be abused
again and a 10% chance that the child will die from
future abuse. (Title 22, Subchapter I, Subsection
4011)

bl e I ndicators of Abuse

. Injured child under two years of age, especially hot

wat er burns or fractures

. Facial, nouth, or genital injuries
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Nook W

Mul ti-planar injuries (front and back, right and left)—
especi ally when not over bony prom nences

Poor nutrition or poor care

Del ay in seeking treatnent

Vague, inconsistent, or changing history

The comatose child, the child in shock, or the child in
arrest.

“See Pink 9"

Treat ment of suspected child abuse in the field

1

Suspect abuse but do not accuse the caretaker. Every
time a child is encountered by the healthcare

prof essional having a traumatic injury the question
that should come to mnd is, “Could this be abuse?” In
nost cases the answer will be an obvious “no;” however,
enough uncertainty will exist in sonme cases to warrant
further assessnent.

. Follow normal initial assessnent priorities of the

ABC s and nental status when caring for the child.

. Provide the appropriate intervention procedures for any

abnormal findings such as respiratory, trauma, or other
nmedi cal energenci es; shock; or altered nental status.

. EMS providers are in key positions to assess

environmental conditions and the observabl e
interactions of famly and child. Environnmental signs
of possi bl e abuse or negl ect may include but not be
l[imted to: unsanitary conditions; garbage scattered
about the house; unsafe conditions such as open,
unguar ded wi ndows or potentially dangerous objects

wi thin reach of children

. Performa detail ed physical exam nation on any child in

st abl e enough condition to allow for such. Exam ne al
parts of the body for deformties, ecchynosis,

| acerations, abrasions, punctures, burns, tenderness,
and swelling. It is vitally inportant that injuries of
the nmouth and sternum be observed in detail prior to
the initiation of resuscitative neasures and docunented
that such injuries were found prior to resuscitation.

. It is inmportant to transport all children having

evi dence of abuse or neglect due to the possibility of
additional injuries not inmrediately obvious. Transport
of potentially abused or neglected children ensures
that they receive the appropriate and necessary soci al
services. Assistance may be necessary from | aw
enforcement, nedical control, etc.

. Convey your inpressions and information to the hospital

staff.

. Wite a detailed and descriptive report which provides

an accurate and clear record of all observations and
treatment fromthe tinme of the initial call through
transfer of the patient to the ED staff. Do not nake a
di agnosi s of abuse, and refrain fromincludi ng persona
opi nions, enotional overtones, or interpretations.
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Primary caregi ver quoted statenents nust be docunented
as such with quotation marks, and exactly word for word
as stated by the person. As well, this |egal docunent
nust be | egible.

9. Contact Adult and Children’s Emergency Services at 1-
800-452-1999 to nmake a report. This is a 24-hour a day
reporting nunber. You wll be protected by |law from

civil liability for making such a report if made in
good faith

Pi nk

Pink 1,3—

Pediatric - 10% Dextrose (1m D,in4m 1V fluid, or
pre-mx) IV or 10 according to the follow ng table:

Wei ght (Kg/ Lbs) Vol une i nfused
10/ 22 50m
20/ 44 100 m
30/ 66 150 mi
40/ 88 200 nd

Pink 2,3 (Seizures)—

10. (Omt D azepam) Pediatric: M dazolam (Versed) 0.2
mg/ kg 1V maxi mum 4 ny; or |orazepam (Ativan) 0.05 ng/kg
IV with a maxi mumof 2 ng. Contact Medical Control if
repeat dosing is necessary.

Pedi atric Rectal /Buccal Medication: Lorazepam or

M dazol am Contact Medical Control if repeat dosing
necessary. (lI’'mworking on this!)

11. Add this Nal oxone phrase at the end of Part A “(only
give if respirations <12 per mnute, titrate to inprove
respiratory drive; patients abruptly fully awakened may
beconme conbative, or suffer acute narcotic w thdrawal
synptons). Sone drugs nay require high doses such as

pr opoxyphene, Talw n, or Methadone. *

Pink 3
Also on this page, the bullet at the bottomis actually

referring back to an asterisk, so the bullet should be
changed to an asterisk instead.

Pink 4 Nunmber 5—=use of Sellick’s maneuver (cricoid
pressure) to..
Pink 7--Basis should be spelled Basic

Pink 7 Nunber 8-Omt needle cricothyrotony and refer reader
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to “Blue 1.7

Pink 8--1ntroduction should state "circulatory coll apse" is
near, not death is near-- to focus on the need to support
circul ation.

Pi nk 8--Basis shoul d say Basic.

Pink 9—Rewite the opening line as follows: “Pediatric
cardi ac dysfunction is usually due to a respiratory cause
and is thus nore likely to initially respond to
effective...”

Pi nk 9--Basis should be spelled Basic.

Bet ween Pink 9 and 10--Pedi atri c AED

(AED i s not recomended by the AHA in infants | ess than
one year of age because there is not enough infornmation
about use of AEDs in this age group)

1. Check for response. |If no response, request ALS.

2. Begin CPR  Continue pediatric CPR for one mnute before
use of AED.

3. If child does not respond and has no normal breathing or
signs of circulation after one mnute, use AED.

4. Turn power on. Attach pads to child' s chest. Use child
pads for children age 1-8. Clear of the victim Be sure no
one is touching child while AED checks rhythm

5. Follow AED machine's instruction, alternating sets of
shocks with CPR until ALS assumes care.

6. |If patient regains pulse, assist respiration if needed.

| f AED recomrends further shocks, be clear of victim |If
pati ent becones responsive, turn off AED.

7. If Critical Care/Paranedic arrives w th manual
defibrillator capabilities, discontinue AED and use manua
defibrillator according to protocol. Do not repeat

defibrillations already given by the AED.

Note: 1. Make sure the child s chest is dry and the child
isin a dry area.

2. Use clearly marked child pads. |If not
avai |l abl e, use adult pads and place them so they don't
over | ap.

Pi nk 10- - Epi nephrine dose by ET in PALS is (1:10, 000)--
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.01ng/ kg or 0.1 m/kg
Pink 13 Nunber 5c--should say “< 60: begin conpressions..

G ey

Gey 2

A.1.a. Mentions Confort Care/ DNR Bracel et or "Neckl ance"
i nstead of "neckl ace.™

Gey 8

2A. Add “Hazmat”

Consi der Sieve and sort post Hazmat under responsibilities
of Primary Triage O ficer.

Gey 10

| nci dent —+f Hot Zone, everything noves back and need decon
line

Gey 14

Need to correct arrow di agram

Gey 15

Top line has an asterisk, as if it's a footnote referring to
sonet hing from above, but has no point of reference. |
believe it belongs in the box marked "I nconpetent patient
transport."”

Gey 16

Fi rst paragraph, second line currently reads in one or
two situations..." should read " in one of two

situations..."

Second par agraph under Energency Transport headi ng, fourth

line, says "... use physical restraint as a |ast resort,
preferable with the assistance..." Preferable should read
"preferably.”
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Gey 17

JAfter 11 pmand before 7 amthe papers do not have to be
si gned except for Riverview Psychiatric Center (formerly
AVHI ) —+this is known as the pajama cl ause.

Gey 18

(second sentence)... second on scene unless a Mine...

Gey 20

(bottom di scl ai mer) For biphasic ...use nonophasic
equi val ents as noted above on the specific biphasic machines

Gey 21

Phenergan adult dose is listed as "12.5 o 25 ng” so put as
“12.5 or 25 ng IV.”

Gey 22
Add LMA Si zes

Neonat es/ I nf ant s

.5 Infants between 5-10 kg

| nfants/children 10-20 kg
Chi l dren 20-30 kg

Children/smal|l adults over 30 kg
Normal and Large adults

Large Adults

URWNNRPR
o

Gey 22

(3" sentence from botton)...and the Brosel ow Hi nkl e tape...

Gey 24
Dopam ne says it makes "1600 ntcg mM" -- should read "ncg/m ™

Gey 25

update |ists per nmed changes and PI FT revanp
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Bl ack
Bl ack 1

|f you are ...the EMIs...
This requires that you ...and (not or) that their
Medi cal Control ...

This ends the protocol changes

Modi fi cations

e As noted above, with one clarification that deserves a
note. The hypotherm a proposals are as stated with a
primary vote being recalled by Dr. Coll anore and second
by Dr. Liebow. Eventual |anguage is as stated. This is
not ewort hy because Dr. Liebow kindly supported Dr.
Collanore’s recall of the first nodification although
his sentinents did not change, but he felt any fina
vote shoul d not be passed incorrectly because of a
snafu in protocol. Thank you Dr. Liebow

e | did add a line in the child abuse section to avoid
asking children any | eadi ng questions.

Proposals that were not furthered as prehospital treatnent

e |V Cinetidine: onset would not nake a difference
energently

e |V Steroids: onset would not nake a difference
energently

e Steroid I nhal er/ Neb: current data shows onset woul d not
make a difference energently—FYl, this may be changi ng

e G ucoscan as Basic EMI Procedure: no chanpion

e ACE i nhibitor use in pul nonary edema: until we can
adequately screen for AS (especially if this is the
pri mary cause for pul nonary edema), this would not be
considered safe at this point. As well, if patient is
on ACE inhibitor or ARB, then additional dosing is also
not incredibly effective.

e Addi ti on of Am odarone.

O her Busi ness

1. Language to descri be appropriate | evel of Transport:
Di az has been approached to see if we can pl ace
| anguage so that nedic contact does not necessitate
medi ¢ as part of transport team Azarra will get data
and Bradshaw wi || ask AG

2. Question of how do we beef up ED provider know edge of

medi cal control Kendall wll try to get ACEP behi nd
t his.
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Fi nal thoughts...

Thanks to everyone for their input and hel p. Third Wednesday
of June, June 16 will be a PIFT neeting and third Wdnesday
in July, July 21 will be MDOPB. Belowis sonme food for

t hought so that we all can recogni ze sone issues.

1) Am odarone is used exclusively in some EDs, as is
| i docaine. W may want to reconsider having both
options. It is $5 for 300 ng.

2) Kevin's JAVA study (JAMA, 3/19/2003, 289(11), Author:
Wk, pp. 1389-1395) for three mnutes of CPR before AED
with > 5mnutes of down tine is going along with the
trend that prehospital CPR, response tine, and AED are
key. Response tine is nost inportant, AED within tine
“x,” and CPR always. This is the only study with the
paraneters of 5 mnutes or greater with 3 m nutes of
CPR first and 3 m nutes of CPR between every shock- -
and it had sone crafty statistics. The regression
anal ysi s | ooked at conponents that seened to show a
difference and then fed these paraneters back into the
paper’s data. | did not conpletely understand it and
the first time | saw this paper | was di sm ssive
because the graph did not nmake sense (one of ny reading
rules). One of the statistical extrapolations fromthe
W k paper showed that those who were down greater than
8 m nutes woul d have superior outconmes conpared to
t hose found quickly where it has been shown that CPR
first or AED are equival ent—sonet hing funny happened
when they added terminterpretation (look at the chart)
and this is what the soon to be nentioned gurus tried
to help me with; in their estimation, this greatly
weakened the paper. Just to shed sone light on this, I
asked for guidance from R ck Bukata, M chael Heller,
Jerry Hoffman, and Bill Mllon. Al though not data
dredging it is very close. Could this hypothesis be
true? | think so, but I amnot certain and all the
di fferent paraneters have yet to be worked out,
especially time. Three mnutes of CPRwith three
m nutes of CPR between every intervention was this
study group. | have highlighted parts of our protocols
that would go against this. Tine “X” is very
undeterm ned. To that end, lan Stiell has comented on
t hese issues, and we know that CPR for 20 seconds in
t hose who are down a “long tinme” is inferior to | onger
CPR, but this tine is not well delineated. Seattle cane
up with 90 seconds after 4 m nutes of down tine
(retrospective), and Wk has not had any support for
this singular study. It may be 1 mnute, 2 m nutes,
etc. Let’s think about this, because having first
responders continuing CPR for 3 minutes in |lieu of
defibrillation a little earlier (why not 90 seconds)
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3)

4)

5)

6)

St eve

may not be the right answer—enly one article suggests
this, and at the very |least we may want to be careful
how we word our reference to the literature. It may be
that we have them perform CPR for “x” anmount of tinme IF
byst ander CPR has not been initiated and conti nued upon
Rescue’s arrival. The AHA may be coming out with
sonething along this line, but | believe they will find
3 mnutes long (it will be interesting to see how t hey
rate these articles). This group gave this article a no
rating, and believe further study is needed (in line
with Cobb and Stiell) and Bukata was asked to weigh in
on this issue with LA County EMS and their nedical
directors are not going to nove on this at this tine.
Food for thought...

Anot her point is to put all attendees on the sanme page.
Appl es and oranges can be our reference point for

evi dence-based and literature. Evidence-based is
original research which withstands the test of Koch’s
postul ate and the prem se describes good net hods which
can be duplicated. Literature is just witten |anguage
that in nmuch of medicine is consensus opinion (such as
AHA) or | oose cannons—.e. opinions (I do not exclude
nmyself). The goal to learn here is where did they get
their evidence. W have been just in nmeeting the AHA
with a careful eye, and | believe that not everyone

al ways clearly separates good evi dence-based study from
consensus literature. Evidence would be the origina
articles (e.g., JB s projects), and nost of themare
narrow i n what they are addressing (which is good).
This is just nmeant to clear up sone | anguage use which
came out in the neeting of last which | believe put us
on different wave | engths at tines.

This brings ne to an idea for dispersion of info prior
to neetings. Rather than having to play catch up
afterwards, perhaps ideas that are floated which rely
on critical articles could be dispersed (the articles,
that is) prior to our neetings. If it is an e-mail able
thing, get it tone and | wll get it to others. If it
nmust be by snail mail, perhaps the Maine EVMS office
could help us (is this OK Jay?). This will allow
everyone to read the article and form opi nions, ask for
clarification, etc. before we force the issue. Please
give ne your feedback on this as well.

Do we need to add another option for narcotics since we
t ook Denerol away (appropriately | believe)? Mdic

f eedback has disclosed that they go to other options
frequently.

| have taken sone liberties with Jacky’s comments so

pl ease read this well to be sure | did not nmake any

m st akes.
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